NJ SBHS Service Log - Psychological Services & Social Work 09/2024

Student Information

Instructions

District Name:

Student Name:

Dates of Service:

Student Date of Birth:

Please enter accurate information for each individually numbered session. This includes:
Session Information, Session Description, Direct Medical Services, and Non-Billable
Services.

Provider must select from the choices listed for each category.

*NOTE: All fields must be filled out electronically or by hand.
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Service Provider Information

If providing the health related direct service "Under the Direction", the following information must be completed:

Provider Name (Printed):

Supervisor Name:

Provider Name (Signature):

Supervisor Signature:

Date of Signature:

Date of Signature:
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